Summary
We describe a 39-year-old woman presenting with a painless solitary thyroid nodule, initially without signs suggesting thyroiditis. The serum level ofthyrotropin was suppressed whereas those of thyroxine and triiodothyronine were normal. Fine needle aspiration cytology showed no signs of inflammation or malignancy. One week later, the patient felt pain and tenderness on her neck, and erythrocyte sedimentation rate and C-reactive protein were 
Case report
A 39-year-old woman visited our out-patient endocrinology division with a recent-onset, painless, non-tender nodule in the right lobe of the thyroid gland. History revealed that in the previous 2 months she had lost 3 kg weight and intermittently experienced sweating and palpitations. There was no history of fever, malaise, neck pain, antecedent upper respiratory infection, drug or iodine exposure, or pregnancy. Her sister had Graves' disease. Physical examination showed a regular heart rate of 72 beats/ min, a blood pressure of 120/85 mmHg, an axilla temperature of 36.8°C, no tremor and unremarkable reflexes. There were no signs of ophthalmopathy or dermopathy. We found a painless nodule in the right lobe of the thyroid gland with a diameter of 2x2 cm without lymphadenopathy. Serum thyrotropin (TSH) was low (< 0.05 mUll), free thyroxine (fT4) was 17 pmol/l (normal range 8.5-19) and total triiodothyronine (T3) was 2.6 nmol/l (0.9-2.8).
TSH-receptor and antimicrosomal antibodies could not be detected. Thyroid sonography confirmed the presence of an inhomogenous, solid nodule in the right lobe without cystic lesions. Needle aspiration cytology from the nodule showed cell-rich material consisting of clusters of thyrocytes without multinucleated giant cells.
A few days later, the patient complained for the first time about pain in the thyroid gland which radiated to both ears and was aggravated by turning the head. Physical examination now showed a tender nodule in the left lobe of the thyroid (diameter 3x2 cm), whereas the nodule in the right lobe was no longer palpable. At this time, the laboratory tests showed increased erythrocyte sedimentation rate (ESR; 80 mm/h), C-reactive protein (CRP; 68 mg/l) and total T, (3.1 nmol/l), normal fT4 (17.4 pmol/l) and decreased TSH (< 0.05 mU/l). Thyroid scintigraphy with [99m]Tcpertechnetate revealed no tracer uptake. Nonsteroidal anti-inflammatory drugs were without convincing effects after treatment for several days but prednisone (50 mg/day) therapy resulted in a prompt resolution of pain within 12 hours.
During the following week, the patient completely recovered, and no thyroid nodule could be detected by palpation; ESR (18 mm/h) and CRP (4 mg/l) returned to normal; serum T3 was 2.1 nmol/l, ff4 20.4 pmol/l and TSH < 0.05 mU/l. Five weeks later, the patient, then receiving prednisone 20 mg/day, remained asymptomatic; ESR was 3 mm/h, CRP < 3 mg/l, T3 1.2 nmol/l, fT4 10.7 pmol/l, and TSH had risen to 5.57 mU/l. The patient presented after a further 6 weeks in good health. She had regained 1 kg of body weight, and neither palpation nor ultrasound showed a thyroid nodule. ESR was 5 mm/h, fr4 1.2 pmol/l, and TSH 6.22 mU/l. 
